Data that estimate international prevalence of disability are sparse. In the United States, estimates of the prevalence of persons with disability range from 3% to 20% of the population.
Results
A total of 3414 adults aged 18 and older completed the telephone surveys. They were 52.4% women, 95.8% white, with a mean age of 41.8 (standard deviation (SD) = 18.0). Altogether 710 respondents (23%) reported they were limited and were classified as having a disability. The unadjusted POR was 1.78 (95% confidence intervals (95% CI) = 1.37, 2.31) indicating that those who were dissatisfied were more likely also to have a disability (table 1) . The adjusted POR (by age, race, marital status, gender, income, health status) decreased modestly to 1.45 (95% CI = 1.07, 1.96). The Hosmer and Lemeshow goodness of fit test for this model was marginal ( 2 14.1, df 8, p=0.08) and further examination of the residual cases (+ 2 standard deviations) showed a skewed distribution, with 91% of these cases in the negative tail.
Conclusions
The results show an association between satisfaction with access to health care and disability status. These results are consistent with previous research demonstrating that persons with disability report poorer access to needed services. 5 However, both primary variables (disability and satisfaction with access) are likely to be have been measured with a fair amount of random misclassification, which would suggest our results have underestimated the association. This was a randomly selected surveillance sample, which strengthens our belief that these are not spurious associations. If persons with disability receive inadequate health care it may lead to health deterioration and the development of secondary conditions. Furthermore, poor access to eVective, timely health care probably contributes to reduced community integration, 5 diminished quality of life, and higher subsequent health care costs. Surveillance data suggest that people with disabilities have poorer access to heath care services, but more directed research questions would be needed to clarify this association. Other concerns about the results of this report include the one question variable measuring satisfaction with access to care that has not been validated against longer measures. However, the question has substantial face validity, and there was not a problem with missing data that would suggest subjects had problems understanding it. Furthermore, there is no "gold standard" survey measure of access to care. Psychometric data on longer measures are rarely published and not readily available.
This cross sectional survey does not provide data on the causal or temporal relation between satisfaction with access to health care and disability status. We cannot infer that poor access to health care causes disability or vice versa. Furthermore, this study sample was from selected counties in one Midwestern American state and may not be generalised to other communities. Nevertheless, these should be duplicated by other surveillance-based reports. However, given the limitations of cross sectional surveillance data, there also is a need to understand more about the details of access to care, satisfaction with care, and diVerences by disability status as well as other factors. For these studies, single surveillance questions will need to be replaced with longer instruments. For example, the American Agency for Healthcare Research and Quality (AHRQ, formerly AHCPR) and the Healthcare Financing Administration (HCFA) funded the development of the Consumer Assessment of Health Plans Study (CAHPS), resulting in a survey with much more detail about access and satisfaction with care. 7 8 In conclusion, we suggest that the health care needs of persons with disability may not be met by their health care systems. As health delivery continues to be refined in the USA and in other nations special attention may be needed for people with disabilities. Their diverse health care needs warrant the development of innovative models of care focusing on health promotion, prevention of secondary conditions, and community integration.
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